Background Client participation has become a dominant policy goal in many countries including the Netherlands and is a topic much discussed in the literature. The success of client participation is usually measured in terms of the extent to which clients have a say in the participation process. Many articles have concluded that client participation is limited; professionals often still control the participation process and outcomes.
Introduction
Client participation has become a dominant policy goal in many countries including the Netherlands 1 and is a topic much discussed in the literature. [2] [3] [4] [5] [6] [7] [8] [9] [10] The success of client participation is often measured in terms of the extent to which clients actually have a say in the participation process. ArnsteinÕs 11 participation ladder, for example, describes a continuum of participation ranging from being informed to complete control. Also, discourse analyses often focus on the extent of power clients have within the participation process. A common finding is that service providers still control how client participation is performed and what topics clients can articulate, which limits the extent of client participation. 4, [12] [13] [14] [15] [16] [17] [18] As a consequence, clients are still often excluded from the participation process and their voices marginalized. 12, 19 Although studies that point to the limited extent of client participation are valuable in creating some healthy scepticism towards those who claim to have achieved it, there are at least two sets of critiques concerning these studies. The first is about conceptualizing participation as a continuum. One of the critiques is that participation can take many different forms that can and should not be compared to each other solely in terms of clientsÕ influence. 9, 20, 21 Therefore, it would seem crucial to investigate the participation process itself. What does it mean in what setting?
The second set of criticisms involves the concept of power. In many studies on client participation, power is thought of as negative and repressive, at least when exerted by professionals. Such a conceptualization is debatable. Foucault in particular argued that power is produced in a relationship in which people always have the freedom to behave differently. 22, 23 From a Foucauldian point of view, power is not a characteristic or a resource of a person but is produced in a relationship to which the material, social and normative elements of the situation contribute. Furthermore, from this point of view, power can be positive and negative; it restrains certain repertoires of behaviour while enabling others. [24] [25] [26] Moreover, researchers focusing on power in client participation often seem to start from the assumption that clients do not have any, thus focusing on discourses that impede the clientÕs voice. By doing so, situations in which clientsÕ voices are marginalized can become exaggerated, whereas examples of their inclusion are dismissed. Such studies run the risk of overvaluing other actorsÕ power discourses as opposed to those of the clients and therefore tend to assume (and conclude) that clients are excluded because of one coherent discourse. 27 In the light of these two sets of criticisms, this article addresses two interrelated questions. First, how is client participation performed? To do so, we will be (a priori) neutral to (i) the desirability of client participation and (ii) any assumption on how it should be performed. 28 Rather, we will follow the actors 29 to investigate how they perform participation. Second, we focus on what role(s) power plays within the participation process. We do so by conceptualizing power in a Foucauldian way, by treating it as a repressive and productive mechanism. Furthermore, we do not start from the assumption that clients have no power and that they are rendered disabled because of a coherent discourse. 27, 30 Rather, we focus on both exclusion and inclusion mechanisms. We study the practice of client participation within a quality improvement collaborative (QIC) carried out in mental health care. Originally coming from industrial settings, the QIC method is increasingly adopted within health care settings mainly in Western countries. 31, 32 In United Kingdom, United States, Australia and also in the Netherlands, many QICs have now been carried out. 31, 33, 34, 36 Within QICs improvement, teams from different health care organizations aim to improve care on a certain topic. Next to the improvement goals themselves, an objective of many QICs is that clients should be involved in the improvement process. 9, 35, 36 Therefore, QICs are relevant to the study on client participation. The aim of this article is twofold. First, we study the consequences of a Foucauldian conceptualization of power in analysing practices of client participation. Second, we assign the concept empirical specificity by studying how power is produced. Focusing on client participation -a setting in which researchers often explicitly refer to power mechanisms -makes the study on power production especially interesting.
Methods

Care for better
A large QIC called Care for Better (CfB) was developed in the Netherlands, initiated by the Ministry of health and commissioned by ZonMw (the Dutch Organization for Health Care Research and Development). The programme comprised of many different projects and initiatives, all intended to improve the long-term care sector on specific topics that were aligned with nationally set quality goals. Seven of the improvement projects of CfB were launched with a primary focus on mental health care, and these projects are the setting for this article.
The first four, which ran for two rounds each, started in 2007. ÔNot (only) the mind but (also) the bodyÕ aimed at improving the physical health of clients living in mental health care institutions. In this project for example blood pressure and weight were monitored and healthy diets encouraged. ÔSocial participationÕ aimed at making clients feel less lonely by enlarging and enriching their social networks. ÔRecovery-oriented careÕ was devised to give clients more control over their lives. The project relied to a large extent upon the principles of the recovery movement, which was initially a user-led movement but is now also increasingly adopted by mental health-care professionals. The movement strives towards empowerment and participation of clients in the community. 37 All projects were similarly structured and relied to a large extent on the Breakthrough method. 39 The Breakthrough method, developed by the IHI in the USA, is one of the most popular QIC methods, spread mainly to Western Europe and Australia. 31, 32 It prescribes a structured, collaborative improvement method, including Plan-Do-Study-Act cycles and measuring the extent to which the goals are attained. The methodÕs collaboration of different improvement teams from different organizations is aimed at facilitating better quality improvement (processes) by sharing experiences. Within each project of CfB, usually ten to fifteen improvement teams participated. The improvement teams of one project all worked on the same topic, but each within their own organization. Each team consisted of people working in the same care organization, and therefore, the teams could develop and execute improvement actions according to their client types, local context and targets. The improvement actions varied with projects and, to a lesser extent, between improvement teams participating in the same project. Improvement teams worked primarily in mental health care settings, often a form of sheltered housing or long-stay mental hospital (both open and closed wards). In many cases, their clients were long-term residents. In the ÔSocial psychiatric careÕ project, only outreach care teams participated. Improvement teams were headed by a project leader and generally had four to nine team members, who were sometimes (former) clients. The teams largely comprised of psychiatric nurses. Participating clients were recruited from the wards or institution of the teamÕs project. Improvement teams decided how, why and when to involve clients and did so in various ways. The involvement process and how teams were encouraged to involve clients are part of our analysis.
Data collection
Our study was part of a larger evaluation study on CfB; in that context, we had access to conferences and other activities. 36 We relied upon two forms of data collection: observations and interviews (Table 1) .
First, we conducted participant observations at 26 of the 44 conferences. We also observed five project leader meetings. The aim of these observations was to investigate how the programme management team instructed teams to shape client participation and to observe discussions surrounding the topic. We did not intend to give programme management or improvement teams suggestions on how they were doing, although they sometimes asked for our opinion. We also observed team discussions (sometimes with client participants) during the conferences and conducted many ÔminiÕ interviews concerning client participation with team members (be they clients or not) at these conferences and meetings. These ÔminiÕ interviews were non-planned and more or less informal conversations with team members, for example during breaks. Notes of these conversations have been made, either during the conversation or right after.
Second, we visited 13 improvement teams in their organizations to explore their improvement practices in depth. In 12 of those instances, we interviewed the project leader. Sometimes, additional interviews with team members were conducted. We observed team meetings during six visits, which were ÔofficialÕ meetings to discuss and adjust the improvement practices. Clients participated in two of the meetings. In the other four, although clients were team members or were involved in specific improvement actions, they were not present at these particular meetings. We conducted interviews with two client participants. In many cases, interviews were not possible for diverse reasons: Clients were otherwise occupied, were no longer participating in the project (e.g. because they found it difficult or became ill) or had not participated from the outset. In such cases, we collected data on client participation from project leaders and team members. Third, we conducted seven interviews with programme leaders. Two leaders were interviewed twice, once halfway into the project and once near the end. All respondents consented to the interviews and observations.
Data analysis
Most of the interviews were recorded and transcribed verbatim. For some, it was not possible as they took place informally (for example, interviews conducted during walks through the health care organizations or the Ômini-interviewsÕ at the national conferences). In such cases, we took detailed notes. We also took detailed notes during the observations of conferences and meetings, which were transcribed as soon as possible. We used Atlas.ti for the data analysis, which consisted of two parts. The first concerned a bottom-up analysis to explore how client participation was discussed and performed. During this analysis, we identified two forms of client participation: within the improvement teams and within specific improvement actions. Furthermore, many of the ÔcodesÕ identified could be analysed as either a specific power conceptualization or as an effect of power mechanisms, for example Ôusing words that clients were unfamiliar withÕ -pointing at the exclusion of clients through language use. So, it became clear that the concept of power and how it was conceptualized by different actors involved greatly influenced the procedure of client participation. The second part therefore involved a theoretically driven analysis of power, in which we used a Foucauldian conceptualization of power. We conducted a discourse analysis, believed to be a valuable approach for studying the concept of power in client participation. 12 There are several ways in which discourse analyses can be conducted. The close examination of language patterns is one way adopted by some scholars studying client participation. As a consequence, the language patterns are sometimes put to the foreground and other elements that also play a role in client participation practices are then pushed back into the background. 12 Another way is studying how certain practices, made up by discursive, material and social elements, constitute client participation and thus how client participants are constructed. 40, 41 The latter approach, for example as outlined in critical discourse analysis, is what we apply in this article. We analyse how power relations are (re)produced within client participation practices and the consequences it has for the type (rather than extent) of participation.
Terminology
We are aware that any term used to refer to ÔclientsÕ has a performative effect: it may reproduce differences or express a certain view of what characteristics clients should have. 42, 43 The term Ôservice userÕ is, for example, a reflection of a consumerist tradition and therefore carries a positive view on client participation. 42 We use the term ÔclientÕ because it was the one most used by the people involved (clients, professionals, programme managers). When appropriate, we use the terminology itself for the analysis of client participation practices.
Results
Client participation in improvement teams
Client participation at the conferences The extent to which client participation was highlighted by the programme management team varied by project. The programme leader of ÔSocial psychiatric careÕ said that the nature of the project made it impossible to ensure client participation, as social psychiatric care attempts to find clients unwilling to receive care; obviously, they would not be likely to participate in a professional team. In other projects, client participation received more attention. During the intake procedure, the topic of client participation was always addressed and teams were urged to involve clients. In addition, client participation often came up during lectures and discussions at national conferences. For example, when the programme leader of ÔNot (only) the mind but (also) the bodyÕ discovered that only one client was present at the starting conference, she said that this should be Ôimprovement action number oneÕ. ÔClients should be members of the teams and should attend the conferencesÕ, she said firmly. Interestingly, however, she gave no reason for client participation, as if the practice and relevance were self-evident. This was repeated in many of the projects. During presentations, different people -from programme managers to project leaders -summed up the factors contributing to success of their project, but rarely did they mention the participation of clients. Apparently, client participation was not seen as a project success factor, despite the sometimes urgent attention to the topic.
Furthermore, the conferences seemed to be not adjusted to client participants. Some enjoyed the trips to the conferences and perceived them as an ÔoutingÕ, but for many clients the conferences were Ôlong and exhaustingÕ days, as both clients and professionals expressed, and were therefore often too demanding for clients. Other teams reported that, although clients were on their teams, they did not find the information and programme interesting enough to join them at the conferences. In general, there was no welldeveloped structure for client participation in the programme.
Yet, at the conferences, team members were continually asking each other whether clients actually approved the improvement actions. For example, one team wanted clients to manage their own money, and another immediately asked: ÔIs that a wish of clients themselves?Õ This was one of the main comments from other improvement teams when a team presented its project and it shows how client involvement -or at least client approval -in developing improvement actions was set as the ideal. It sometimes also seemed to illustrate a fear of exerting power. Although professionals did not often use the term ÔpowerÕ, some of them seemed to be fully aware of professional power because of its presence in professional language, standards and attitude and therefore tried to avoid all ways of exerting power.
Such a fear of exerting power could already be observed sometimes in programme management. For instance, an expert team member of ÔHealth and medication safetyÕ was asking what kinds of people, in terms of profession, were present at a conference. She did not mention clients, and a question from the audience consequently was: ÔAnd experts by experience?Õ ÔOh, IÕm sorry, I forgot the most important onesÕ, the expert said, apologizing a few times. The point here is not that she forgot clients -which may seem only logical given that clients were rarely present at the conferences -the point is that she felt the need to apologize and call the clients Ôthe most important onesÕ. The example illustrates the fear of exerting power. At the same time, it is also the ÔdoingÕ of power. She first does not refer to them, and when reminded of this, calls them Ôthe most important onesÕ when, obviously, they are not the most important ones at the conferences. Including clients so explicitly demonstrates and reproduces the fact that they are excluded.
The fear of exerting power was also present in some of the improvement teams, mostly in ÔRecovery-oriented careÕ. At almost every meeting of this project, professionals were cautious not to do anything that might be perceived as ÔcoerciveÕ or ÔimposingÕ. They even accused each other of exerting power on clients. For example, in a project leadersÕ meeting, a leader said that in her organization an Ôexpert and knowledge groupÕ was established to ensure recovery-oriented care throughout the organization and Ôdefine the boundaries of this process for all departments of the organizationÕ. Other project leaders immediately reacted, because recovery does not fit with words like ÔboundariesÕ, as such words seem to start from a professional or organizational perspective and thereby imply that recovery is not owned by clients themselves. Almost scrupulously, professionals investigated their own and otherÕs words and behaviour to reveal possible power exertion. Power then was seen as being negative, restrictive and something that should be avoided in all cases.
The examples also show that, on the one hand, professionals struggle with ÔnewÕ concepts like recovery and client participation and therefore engage in Ôself-discipliningÕ behaviour and, on the other hand, work in a professional and organizational context that also brings with it a particular normative framework and professional values -for example, recovery vs. the need to establish a uniform organizational policy. The examples thus show the existence of powerful and sometimes competing normative frameworks of professional work. Furthermore, because client participation has become a dominant policy goal, professionals reflect upon their behaviour in a different manner, showing the ÔpanopticÕ function of stressing these concepts. In the panopticon, subjects are both observed and aware of being observed, which makes them change their behaviour and internalize certain norms 44, 45 , like the norm of client participation.
Inclusion and exclusion
In some cases, clients did participate as team members. To explore the participation process, we start with an observation of a meeting of one improvement team. We focus on this meeting in detail as we want to explore if discourse analysis reveals only power discourses that render clients disabled or if we can find counter examples within the same meeting. We first report on examples of exclusion and then give some counter examples. This team participated in ÔRecovery-oriented care and social participationÕ. It consisted of a quality employee, two managers, two care professionals and one client. During the meeting of the team, there were some moments indicating the exclusion of the client. For example, the client raised the issue of whether the team would continue after the official project ended: ÔThis will stop, wonÕt it, or have you no ideas about that?Õ The use of the ÔyouÕ indicated that she did not perceive herself to be in the position of having the right or the role to contribute to discussions concerning the future of the team.
In addition, the client said that she had a hard time following the discussion, as she was unfamiliar with many of the terms. During the meeting, many terms of the organization and health care in general were used, like Ôthe HKZÕ (a Dutch accreditation system). Although the terms were probably not deliberately used to exert power, they decreased the opportunities for this client (and outsiders more generally) to participate in the discussions, and therefore, these terms can still be seen as forms of power in which the client is thus (partly) excluded from the discussion.
Hence, if we were aiming to detect professional power and had not looked any further, we would have come to the conclusion that indeed professionals and managers set the agenda and determine what is being addressed. But let us first examine some other moments of the meeting.
At one point, the team members were discussing whether or not to allow programme management of ÔRecovery-oriented care and social participationÕ to take five anonymous care plans of clients with them to assess them in terms of client centeredness and recovery goals. The quality employee had already assented to their viewing the plans, but not to taking them out of the care institution. After discussing this point for a while, a care professional asked the client for her opinion. The client asked whether the team members knew where the plans were to be taken and, if not, then she would like the plans to stay within the care institution. The quality employee agreed and said she would formulate the answer in the proposed way to programme management. So, in this case, the clientsÕ perspective was solicited and used to reply to programme management. On the other hand, we could still say that professionals decided whether or not the clientsÕ perspective came to the fore. Furthermore, the decision eventually made was the one that professionals planned to make before they solicited the clientÕs opinion.
In another moment of the meeting, the question of who was to attend an upcoming national meeting of the project was raised. The client was not asked whether she would like to attend (although one of the care professionals was not asked either). Later in the meeting, however, the client spoke about the delicious lunches served at the meetings, after which she was asked to join the improvement team in attending. Either deliberately or unconsciously, the client was thus exerting power to join the conference. ÔYes, IÕd like you to join usÕ, the quality employee said to the client, Ôalso for reasons of equalityÕ. Yet, this equality was not about the client-professional balance but, as it became clear, the balance of gender. The clientÕs attendance made the composition of the group two women and two men rather than one woman and two men. The gender equality sought by the quality employee had the effect of undoing the inequality that is usually implied in the client-professional relationship. By explicitly referring to the client in terms of her gender, other differences are temporarily undone. 30 Moreover, it emphasizes the similarities between them. So examples of both exclusion and inclusion of the client were found during the meeting. By focusing only on how power excludes clients, other consequences of power that were also at work in the meeting might not have been taken into account.
Mutual powerlessness
Although there seemed to be not one coherent power discourse at work in the team meeting and the client claimed to feel equal to other members, the entire improvement team struggled with the specific role of the client. The client said that the idea was for her to think along with the improvement team and listen critically to the discussions. Furthermore, the idea was for the client to benefit from having a position in the team. And indeed it did her a tremendous service. She was asked to tell her story at one of the conferences, which, along with the positive reactions from the audience (often from professionals), increased her self-confidence. She became more convinced that at some point she would be able to write a book, fulfilling a longterm wish.
On the other hand, she critically questioned her own function and the contributions she was able to make. She wanted to represent the client group, but it had not been formulated as her role nor did she find herself able to do so. ÔI do not have the idea that I have a particular contribution to makeÕ, she said in an interview. ÔI think [being a team member] is very interesting for myself, but I think it is problematic when IÕm sitting here representing the client. (…) I think the information is interesting, the conferences are fun, but if I am here as a representative of clients I think my task... that I should be more active, and my role has to be clearerÕ.
In interviews, all team members remarked that the clientsÕ role was not clear. The quality employee for example confessed that she had Ôno answerÕ to the question concerning the clientÕs role. ÔTo express it crudely, we could say ÔHur-rah, hurrah, we have a client participatingÕ, while it would of course be great if she had a clearer roleÕ. So both the client and other team members were having a hard time creating a function through which the client could contribute to the improvement processes.
On the other hand, by always emphasizing the clientÕs ÔspecialÕ role, the team members emphasized her separateness from others. One of the managers, for example, wondered whether they had to emphasize the clientÕs background. However, by not acknowledging differences, it becomes less clear how clients can contribute to the improvements. If clients participate because of their experiences with mental health care but that background is explicitly deemphasized, the value of client participation could decrease.
What speaks out of these fragments therefore is not (only) professional and managerial power and client powerlessness or exclusion. Rather, various people seemed to be engaged in a situation that renders them all powerless in terms of client contribution. The client was unfamiliar with the terms used in the meetings and furthermore struggled to find a way to add value, all the while trying to represent other clients. The manager, caregiver and quality employee admitted that the role of the client was not at all clear and that they were unsure how to make it clear without, as the manager added, emphasizing her background.
The function of clients was a struggle in other teams, too; there were many expressions of this mutual powerlessness. While some teams remarked that they began to Ôlook with different eyesÕ because of the clients, these teams were the exception to the rule. A former client in the expert team of ÔRecovery-oriented careÕ organized a meeting for all client team members in the project, and the main complaint concerned role ambiguity. In reaction, a project leader expressed her powerlessness by saying that she, too, felt Ôthrown to the lionsÕ. In different teams from different projects, clients questioned the value of their role and were often quiet during discussions, perhaps because these were often framed in medical and professional terms and hard to follow for ÔoutsidersÕ. As these examples illustrate, encouraging the practice of client participation without devising a good structure for their involvement can lead to ÔmismatchÕ practices that are not deliberately created, but that lead to costs on both client and professional sides. 2, 9 Client participation in the improvement actions All the above is not to say that clients were not involved in developing and executing improvement actions. Their opinions and perspectives were often collected in ways other than participating in improvement teams. For example, in ÔSocial participationÕ, almost all improvement teams first asked about clientsÕ social needs before starting to think of improvement strategies. Most of the teams did so using the network circle, a specific measurement instrument suggested by the programme management team that allowed improvement teams to have a conversation with clients concerning their social networks. 47 Thus, within specific situations that clients knew and recognized, their opinions, experiences and ideas were solicited. In many cases, this seemed to work well. Much new information surfaced, as many team members said, such as that concerning medication side effects and which home rules clients saw as restraining. Professionals said they adjusted their improvement actions based on this information. In one project, the nursesÕ office was removed entirely based on clientsÕ wishes. Such interviews were mostly developed by teams themselves because there was generally no system established as part of the projects -except for Ôsocial participation as already mentioned -for how consultation should be conducted.
Sometimes clients, instead of professionals, were asked to approach other clients to collect wishes and opinions because, according to various people involved, clients found it easier to talk with (former) clients than with professionals. A client team member said that it helped to see that someone had been in the same position. Moreover, one professional said that clients had known them for so long that they anticipated what professionals wanted to hear and then formulated the answer they felt was expected from them instead of expressing their ÔtrueÕ opinion. This hints at a second rationale that could have played a role in the decision to have clients approach other clients. Although not so framed, the approach also could have been a solution to the fear of exerting power. Professionals let the entire process be determined by clients.
Members of the ÔRecovery-oriented careÕ project explicitly said that the strategy of clients approaching other clients was chosen partly to escape exerting power. Professionals wanted their clients to recover but did not want to take the lead. 46 As the recovery movement itself is initiated by (former) clients, the role of professionals in such a recovery framework is often unclear and debatable. ÔIt isnÕt legitimate for professionals to tell clients the story of recoveryÕ, one team member said. A project leader said, ÔIn principle, recovery is owned by patients, we have to keep our hands off itÕ. If professionals tell the story, clients often think it is a new kind of therapy and again something they have to do, as was expressed. In many teams, (former) clients indeed told fellow clients and professionals about their recovery process and about their ideas on how to stimulate clientsÕ recovery processes. Thereby, it was also a way to avoid exercising power: Professionals did not have to lecture on recovery and on how clients might ÔrecoverÕ.
Discussion
The aim of this article was to investigate how client participation was performed in a QIC aimed at mental health care and the consequences of using a Foucauldian conceptualization of power to analyse client participation processes. Although many studies on client participation have pointed to a lack of genuine involvement because service providers still determine the participation process and outcomes, we found that many teams feared (being accused of) exerting power and did not want to do anything that might be categorized as ÔpowerÕ. We found many situations characterized by mutual powerlessness. Professionals and clients alike did not know how to shape a good structure, what function clients should fulfil, how to facilitate so clients could be more participatory and how all actors could benefit from the involvement process. This mutual powerlessness (partly) disappeared when clients helped to determine and execute specific improvement actions instead of participating in improvement teams, which was sometimes seen as a solution to or escape from exerting power. Given that we were able to observe only some meetings in which a (former) client participated and given that interviews with client participants were often not possible, generalizing the findings is difficult. But next to being a limitation, it is a finding in itself, strengthening our conclusion that the practice of client participation was difficult for professionals and clients. These difficulties might in part be due to the fact that there was no well-developed structure for client participation within the programme; it was largely up to teams themselves to design the practice of client participation.
Despite these limitations, we believe that our study may form an alternative approach to studying client participation. Some studies on client participation reflect an attitude that is cynical at the same time as it is idealistic. On the one hand, they reveal all powers at work and point to a lack of Ôgenuine forms of user involvementÕ 17 and of Ôgenuinely open dialogue[s]Õ 12 ; on the other hand, the researchers thus believe that communication without (negative) power can or should be possible. 28 Yet, like the fact that non-behaviour does not exist, non-power is also impossible. Every action can be perceived in terms of power. Even the escape from exercising power that improvement teams sought in the solution of clients approaching other clients can be framed in terms of power because the professionals then determined that they should not be the ones guiding the conversation.
The professionals in the QIC we were studying seemed to have become ÔdisciplinedÕ by the need for client participation and by the need to problematize their power mechanisms. Sometimes, they were captured between different, sometimes competing normative frameworks, like professional values, the organizational context and (policy) goals like client participation and recovery. Furthermore, they did not want to exert power upon clients, but ironically just for that reason sometimes struggled with shaping practices of client participation. Yet, as power is unavoidable, trying not to exert it might paralyse the actors involved instead of freeing (some of) them. By being more neutral in terms of the power concept (as professionals and as researchers), seeing it as positive and negative, and by not automatically assuming that professionals exercise (negative) power upon participating clients, a different picture of client participation might be sketched, as we showed in this article. Recognizing that power is inescapable might allow for a more substantive discussion concerning the consequences that power arrangements produce, rather than looking at who is exerting how much power.
